























~ Priority Area and Indicators T
Improve the conditions that support mental wellbeing
and reduce substance use,

Indicators: Opioid Use and Anxiety/Depression among Minorities

Goals Objectives
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Objective 1

Community Needs

In 2015, alcohol and substance abuse was
the 5th most prevalent condition among
hospitalization (inpatient and ED) among
area residents.

All residents

ED encounters at L+M for opioid abuse
more than doubled between 2009 and
2014.

Existing Community Assets

various community coalitions including community
prevention coalitions, first responders, municipal leaders,
social service agencies, healthcare/treatment providers,
SERAC, LLHD

Populations at Risk/
Disparities

Root Causes

trauma, frontal lobe development,
experimentation, family stressors, mental
health issues, ready access to Rx opioids,
vulnerable subpopulations (to be identified)

People to Bring to the Table
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entities coordinating the various community efforts, MPH |
students to-contribute to research, first line providers for |
research collaboration i
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Objective 2

Community Needs

Substantially fewer people earning less than $30K
report trusting people in their neighborhood

Populations at Risk/

. 5 Root ses
Disparities S

Low income residents

Hispanics were much more likely than Whites or
Blacks to report depression, hopelessness, and/or
anxiety

poverty, lack of culturally sensitive
services, transportation, social

Hispanics ; Tk b
isolation, immigration/newcomer

Medicaid participants are disproportionately
represented-at twice the rate-among residents with
ED Non-Admissions for suicides and self-inflicted
injuries

Existing Community Assets

FQHCs, private providers, L+ M/LMMG, Southeastern
Mental Health Authority, Sound Community Services

issues, emotional stressors, stigma,
trauma

Medicaid beneficiaries

People to Bring to the Table

Hispanic provider group through Hispanic Alliance
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| Prlorlty Area and Ind|cators
Support and nurture healthy Ilfestyles

Indicators: Contributing factors to diabetes

Goals Objectives
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Objective 1

Objective 2
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Objective 3

Community Needs Populations at Risk/Disparities

59% of residents with incomes below S30K report being food insecure

Higher rates of obesity among lower income populations

, o e Low income residents
42% of residents with incomes below $30K report never exercising

34% of residents with incomes below $30K report having diabetes
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Higher rates of obesity among Black/African American population Black African Amiericans |

13% of residents with a high school education or less report having diabetes
Residents with less than HS education




Root Causes

Food insecurity,
inadequate nutrition
education, access to
safe spaces to recreate,
built environment
deficits, food deserts,
excessive screen time

Objective 1

Objective 2

Objective 3

People to Bring t
the Table
Mobile market, community gardens, farm to school programs, school |schools
food programs, summer feeding program, produce at food banks, parks
and rec programs/scholarships, organized sports, public parks, NLC
Food Policy Council, Gemma Moran Food Center, WIC program, Youth
centers, Diabetes Prevention Programs, Joslin Diabetes Center, LLHD,
L+M Hospital/LMMG, SECT Health Improvement Collaborative,

Existing Community Assets
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Ensure Access to Care

Indicators: Prenatal Care and Access to Care for Low-Income Populations
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Goals

Objectives




Objective 1

Community Needs

31.5% of all ED visits by residents of Greater New London
were for Ambulatory Care Sensitive Conditions

Populations at Risk/Disparities

Medicaid beneficiaries/Blacks
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Root Causes

At-risk groups are more than twice as likely to receive
care in the ED 3 or more times in the past 12 months
compared to the overall population

HS or less education/<530k income
group/Black/Hispanic

Insurance status, cost, |
hours of available
appointments,
transportation,

1in 5 residents of Greater New London delayed getting
needed medical care in the past 12 months.

Existing Community Assets

FQHCs, private providers, SECT Health Improvement
Collaborative, SEAT and other transportation providers,
SECOG, SECTER, SMHA

Low income residents

cultural and linguistic ‘
competence of
providers

People to Bring to the Table

SEAT, SECOG
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Objective 2
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Populations at Risk/

. Root Causes
Disparities

Community Needs

Infant mortality rate in LLHD was 7.2 per Insurance status, lack of awareness of
1,000 live births in 2013. importance of prenatal care, lack of
P . . _ _ transportation, maternal mental health,
.1% of births in LLHD did not receive State data suggest Blacks tobacco use, nutrition, food insecurity,
adequate prenatal care in 2013. and Hispanics maternal chronic illness, pattern of
7.7% of births in LLHD resulted in infants of avaidance of Ob/Gyn care, hiding
low birth weight in 2013 pregnancy, chronic maternal stress
There was an increase of 60% in the number Overprescribing/availability/affordability
of babies born at L+M Hospital with State data suggest Whites | ¢ ,iate [imited access to alternative
neonatal abstinence syndrome. and Medicaid pain management

Existing Community Assets People to Bring to the Table

L+M, SCADD, Sound Community Services, Private providers,

FQHCs SCADD, Private providers
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